We report a case of concurrent saccular aneurysms caused by a penetrating atherosclerotic ulcer of the thoracic and abdominal aorta that were successfully treated by staged endovascular repair. Even though surgical open repair or endovascular repair is the treatment option, use of endovascular repair is now accepted as an alternative treatment to surgery in selected patients. To prevent contrast medium-induced nephropathy and spinal cord ischemia caused by a simultaneous endovascular procedure, a saccular aneurysm of the descending thoracic aorta was excluded by stent graft, followed by the placement of a bifurcated stent graft in the infrarenal abdominal aorta one month later. thoracic vertebra, and the other saccular aneurysm measuring 55 mm in the longest diameter in the infrarenal abdominal aorta was at the level of the 3rd lumbar vertebra (Fig. 1) . We decided to perform staged endovascular repair on this patient in order to prevent contrast-induced nephropathy by reducing the total amount of contrast material administered, and to prevent paraplegia that could occur if the long segment of the aorta were covered with a stent graft in one session. In addition, we tried to avoid the risk of rupture while waiting for the second endovascular procedure by decreasing the interval time between the staged procedures.
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CASE REPORT
A 66-year-old man was transferred to our hospital for the treatment of two asymptomatic saccular aneurysms caused by a penetrating atherosclerotic ulcer in the descending thoracic aorta and the infrarenal abdominal aorta. All of the laboratory data were within normal range except serum creatinine. The level of serum creatinine was slightly high at 1.5 mg/dL. A computerized tomography (CT) scan demonstrated that a saccular aneurysm measuring 60 mm in the longest diameter in the descending thoracic aorta was at the level of the 9th thoracic vertebra, and the other saccular aneurysm measuring 55 mm in the longest diameter in the infrarenal abdominal aorta was at the level of the 3rd lumbar vertebra (Fig. 1) . We decided to perform staged endovascular repair on this patient in order to prevent contrast-induced nephropathy by reducing the total amount of contrast material administered, and to prevent paraplegia that could occur if the long segment of the aorta were covered with a stent graft in one session. In addition, we tried to avoid the risk of rupture while waiting for the second endovascular procedure by decreasing the interval time between the staged procedures.
During the first stage, a 34×100 mm stent-graft, a self-expandable custom-made type (S&G Biotech Inc., Seongnam, As the surgical anatomy in this case was amenable to endovascular repair, endovascular repair was attempted. We considered simultaneous or staged endovascular treatment.
However, we were concerned about the potential for contrast published [8] . Even in endovascular stent-graft repair of isolated descending thoracic aortic aneurysms, SCI remains a serious complication with a reported frequency that ranges from 0% to 12.0% and several factors can increase the risk of SCI.
These factors include previous abdominal aortic aneurysm repair, aortic occlusion, long stent-graft, perioperative hypotension, and cerebrospinal fluid drainage [9, 10] . According to the aortic map proposed by Ishimaru [11] , at least 4 zone numbers from T8 to T11 in the thoracic aorta and 4 zone numbers from L2 to L5 in the abdominal aorta should be excluded with this patient. The length of the deployed stentgraft was expected to be at least 8 zone numbers. The length of the stent-graft is one of the risk factors for SCI and prior abdominal aortic aneurysm repair may produce a greater risk of SCI by a possible compromise of the pelvic and hypogastric collateral that supply the anterior spinal artery [12, 13] .
To reduce the risk of CMIN and SCI, a two-stage endovas- 
